The virology section at St. Francis Hospital and Medical Center, Hartford, Connecticut, is not a separate laboratory division but is a part of the microbiology division and is supervised by the same personnel who supervise bacteriology, mycology, mycobacteriology, and serology. Current 
In 1976 Herrmann and Herrmann surveyed viral diagnostic facilities available to pediatrics groups in 151 medical centers. Among 115 respondents in the United States almost 60 percent had on-site viral diagnostic laboratories [1] . The survey revealed that physicians were more likely to use the virus laboratory if it was located within their own institution. Reasons for not utilizing the virus laboratory included too much time before a result was available, high cost, un-useful information, and inability to treat virus infections.
Only two community hospitals have described their experience with on-site diagnostic virology. Butterworth Hospital in Grand Rapids, Michigan, in 1972 established a screening program for enterovirus isolation [2] . Cell cultures showing cytopathic effect (CPE) were sent to the Michigan Department of Public Health for virus identification. Thirty-four percent of cultures were positive. They felt confirmation of these cases of enteroviral aseptic meningitis prevented much unnecessary hospitalization.
The Minneapolis Veterans Administration Hospital Laboratory used a different approach [3] . Techniques for primary viral isolation were established for those viruses most frequently isolated in their patient population (herpes viruses). If other viruses were suspected, specimens were sent to a reference laboratory. Parallel testing of 50 duplicate specimens sent to the reference laboratory resulted in equal numbers of viral isolates, but the on-site laboratory reported results an average of 3.2 days earlier.
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SAINT FRANCIS HOSPITAL AND MEDICAL CENTER VIROLOGY LABORATORY Our experience using a reference laboratory for virus isolation was poor. From 1973 to 1976, less than 100 specimens per year were submitted for viral culture, and a virus was isolated from no more than 8 percent. Only herpes simplex virus (HSV), enteroviruses, and influenza viruses were isolated.
To improve our viral diagnostic capabilities, we decided to establish on-site laboratory services. The microbiology laboratory provides diagnostic procedures for all inpatients and a large, mostly lower socioeconomic, outpatient population at St. Francis Hospital and Medical Center (SFHMC), a 700-bed acute care community hospital offering all inpatient services except organ transplantation. Isolates are identified to group by cell host range, CPE, and when possible by immunofluorescence. Positive cell cultures are delivered by a hospital driver to the CSHD laboratory for confirmation and serotyping. Physicians are notified of the presence of a virus by telephone as soon as antigen or CPE is detected.
Specimen transport is strictly controlled. Inpatient specimens must be delivered to the laboratory within 15 minutes of collection. Swab specimens are placed in cold carrier medium by laboratory personnel. Other specimens are held at 4°C until inoculated into cell culture. Outpatient specimens are accepted within 24 hours of collection if swabs are immersed in carrier medium and all specimens maintained at 4°C. The hospital clinics and a number of private physicians' offices are located in a separate building joined to the main hospital building by an over-the-street connector. A cold container with a rack of tubes containing viral and chlamydial carrier (Table 2 ). The majority of genital HSV isolates are from female patients, many of whom are pregnant (Table 3 ). Viral isolates other than HSV are almost all from inpatients. Changes in specimen distribution have occurred in our laboratory as well as others. Between 1976 Between -1977 approximately 38 percent of the specimens received in our laboratory, the Strong Memorial Hospital (SMH) laboratory [4] , and the Mayo Clinic laboratory [5] were respiratory specimens. Since then our percentage of respiratory specimens has dropped to about 20 percent of the total. A similar drop (43 percent to 18 percent from 1968-74 to 1975-79) was seen at the West Haven Veterans Administration Hospital (WHVA) laboratory [6] . These changes were accompanied by a decrease in isolation of respiratory viruses. Two factors contributed to this change. Respiratory virus activity has been relatively low with no major influenza outbreaks. Also as physicians gain experience using the laboratory, fewer specimens are collected from outpatients with upper respiratory infection [5] .
A change in enterovirus isolation was seen in our laboratory but not in the others. In 1977 a large outbreak of echovirus 6 infection occurred in Connecticut. That year, 60 percent of our total virus isolates were echovirus 6. No large outbreaks have occurred since, and enteroviruses account for 7 to 12 percent of all isolates -a figure similar to that reported by Smith [5] . Although only 40 miles from SFHMC, the WHVA laboratory did not experience any increase in enterovirus isolation. This group of viruses represented only 1 to 2 percent of their isolates [6] . This difference is probably due to differences in patient population. Most clinical enterovira! disease occurs in children rather than in the adults seen at a VA hospital.
The increase in genital specimens and HSV isolation is nationwide and due to the increase in genital HSV infections and the wide publicity given this infection.
The percentage of positive specimens is also about the same from laboratory to laboratory. In general, the Mayo Clinic reported 13 to 14 percent positive [5] , SMH 17 to 21 percent positive [4] , the WHVA 13 percent positive [6] , and SFHMC 12 to 24 percent positive. The increase at SFHMC is due to the increase in HSV isolation.
In 1983, 13 percent of specimens other than genital or lesions were positive.
Although time to a report of viral detection is a major complaint of physicians, many viruses are detected in cell culture within one to four days [7] .
According to McIntosh this is enough time to save patients days of both hospitalization and antibiotic therapy [7] . The [10] . We both inoculate one tube of MRC-5 and one tube of RK cell cultures.
Cytomegalovirus had the longest detection time (9.3 days). This is longer by three days than the time observed by Gregory and Menegus [11] . In both laboratories 50 percent of positive specimens were found within one week. We both inoculate the same cell culture using similar techniques. Thus, longer detection time for CMV in our laboratory is probably because more of our virus-positive specimens were from adults than from infants. Infants usually shed [12] . Neonatologists now order appropriate cultures for viral isolation or consult with the laboratory before attempting to make a serologic diagnosis.
Finally, control of nosocomial viral infections has been enhanced. For example, determination of employees' immune status to VZV allows epidemiologists to excuse only non-immune employees from work following VSV exposure in the hospital. By fully using our reference laboratory (CSHD) to serotype viral isolates, to do most diagnostic serologic tests and some special procedures, we are able to keep our costs down while providing optimum virologic diagnostic services.
